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Emerging data demonstrate that 
untreated perinatal anxiety is associ-
ated with negative outcomes, includ-

ing an increased risk for suicide.1 A 2017 
systematic review and meta-analysis that 
included 102 studies with a total of 221,974 
women from 34 countries found that the 
prevalence of self-reported anxiety symp-
toms and any anxiety disorder was 22.9% 
and 15.2%, respectively, across the 3 tri-
mesters.1 During pregnancy, anxiety disor-
ders (eg, generalized anxiety disorder) and 
anxiety-related disorders (eg, obsessive-
compulsive disorder [OCD] and posttrau-
matic stress disorder [PTSD]) can present 
as new illnesses or as a reoccurrence of an 
existing illness. Patients with pre-existing 
OCD may notice that the nature of their 
obsessions is changing. Women with pre-
existing PTSD may have their symptoms 
triggered by pregnancy or delivery or may 
develop PTSD as a result of a traumatic 
delivery. Anxiety is frequently comorbid 
with depression, and high anxiety during 
pregnancy is one of the strongest risk fac-
tors for depression.1,2 

In light of this data, awareness and  
recognition of perinatal anxiety is critical. 
In this article, we describe how to accu-
rately assess perinatal anxiety by avoid-
ing assumptions and asking key questions 
during the clinical interview. 

Avoid these common assumptions
Assessment begins with avoiding assump-
tions typically associated with maternal 
mental health. One common assumption 
is that pregnancy is a joyous occasion for 
all women. Pregnancy can be a stressful 
time that has its own unique difficulties, 

including the potential to develop or have a 
relapse of a mental illness. Another assump-
tion is that the only concern is “postpartum 
depression.” In actuality, a significant per-
centage of women will experience depres-
sion during their pregnancy (not just in 
the postpartum period), and many other 
psychiatric illnesses are common during 
the perinatal period, including anxiety 
disorders. 

Conduct a focused interview 
Risk factors associated with antenatal anxi-
ety include2:

• previous history of mental illness (par-
ticularly a history of anxiety and depression 
and a history of psychiatric treatment)

• lack of partner or social support
• history of abuse or domestic violence
• unplanned or unwanted pregnancy
• adverse events in life and high per-

ceived stress
• present/past pregnancy complications
• pregnancy loss.

Symptoms of anxiety. The presence of anx-
iety or worrying does not necessarily mean 
a mother has an anxiety disorder. Using the 
DSM-5 as a guide, we should use the ques-
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tions outlined in the following sections to 
inquire about all of the symptoms related 
to a particular illness, the pervasiveness of 
these symptoms, and to what extent these 
symptoms impair a woman’s ability to 
function and carry out her usual activities.3

Past psychiatric history. Ask your patient 
the following: Have you previously expe-
rienced anxiety and/or depressive symp-
toms? Were those symptoms limited only to 
times when you were pregnant or postpar-
tum? Were your symptoms severe enough 
to disrupt your life (job, school, relation-
ships, ability to complete daily tasks)? What 
treatments were effective for your symp-
toms? What treatments were ineffective?3

Social factors. Learn more about your 
patient’s support systems by asking: Who 
do you consider to be part of your social 
support? How is your relationship with 
your social support? Are there challenges 
in your relationship with your friends, 
family, or partner? If yes, what are those 
challenges? Are there other children in the 
home, and do you have support for them? 
Is your home environment safe? Do you 
feel that you have what you need for the 
baby? What stressors are you currently 
experiencing? Do you attend support 
groups for expectant mothers? Are you 
engaged in perinatal care?3 

Given the high prevalence of interper-
sonal violence in women of reproductive 
age, all patients should be screened for this. 
The American College of Obstetricians and 
Gynecologists Committee on Health Care 
for Underserved Women recommends 
screening for interpersonal violence at 
the first visit during the perinatal period, 
during each trimester, and at the postpar-
tum visit (at minimum).4 Potential screen-
ing questions include (but are not limited 
to): Have you and/or your children ever 
been threatened by or felt afraid of your 
partner? When you argue with your part-
ner, do either of you get physical? Has 
your partner ever physically hurt you (eg, 
hit, choked)? Do you feel safe at home? Do 
you have a safe place to go with resources 
you and your children will need in case of 
an emergency?4-6

Feelings toward pregnancy, past/current 
pregnancy complications, and pregnancy 
loss. Ask your patient: Was this pregnancy 
planned? How do you feel about your 
pregnancy? How do you see yourself as a 
mother? Do you currently have pregnancy 
complications and/or have had them in 
the past, and, if so, what are/were they? 
Have you lost a pregnancy? If so, what 
was that like? Do you have fears related to 
childbirth, and, if so, what are they?3 

Intrusive thoughts about harming the baby. 
Intrusive thoughts are common in post-
partum women with anxiety disorders, 
including OCD.7 Merely asking patients if 
they’ve had thoughts of harming their baby 
is incomplete and insufficient to assess for 
intrusive thoughts. This question does not 
distinguish between intrusive thoughts 
and homicidal ideation; this distinction is 
absolutely necessary given the difference in 
potential risk to the infant. 

 Intrusive thoughts are generally asso-
ciated with a low risk of mothers acting 
on their thoughts. These thoughts are 
typically ego dystonic and, in the most 
severe form, can be distressing to an extent 
that they cause behavioral changes, such 
as avoiding bathing the infant, avoid-
ing diaper changes, avoiding knives, or 
separating themselves from the infant.7 
On the contrary, having homicidal ide-
ation carries a higher risk for harm to the 
infant. Homicidal ideation may be seen in 
patients with co-occurring psychosis, poor 
reality testing, and delusions.5,7 

Questions such as “Do you worry 
about harm coming to your baby?” “Do 
you worry about you causing harm 
to your baby?” and “Have you had an 
upsetting thought about harming your 
baby?” are more likely to reveal intrusive 
thoughts and prompt further exploration. 
Statements such as “Some people tell me 
that they have distressing thoughts about 
harm coming to their baby” can gen-
tly open the door to a having a dialogue 
about such thoughts. This dialogue is sig-
nificantly important in making informed 
assessments as we develop comprehensive 
treatment plans. 

Merely asking 
patients if 
they have 
had thoughts 
of harming 
their baby is 
insufficient
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